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Introduction

Obstruction to the lower genital outflow track in normally menstruating women results in back pressure and accumulation of men-

strual blood in the upper genital track. Cryptomenorrhea in these women presents as haematocolpos (blood accumulating in vagina) or
haematometra (blood accumulating in uterus). Haematocervix (blood accumulating in cervical canal) is a rare condition caused by ob-

struction of the lower female genital tract at the level of the external cervical os resulting in accumulation of menstrual fluid in the uterine

cervix. These conditions arising in younger patients are usually due to congenital genital tract abnormalities [1] whereas in older women,
the obstruction is usually acquired, commonly after cervical surgery or trauma. [2]

A literature search was carried out in Pubmed, Google Scholar and Medline using the keywords Hematotrachelos, haematocervix,

haematometra, LLETZ and Cervical stenosis. A total of 16 cases were identified. We present an interesting case who presented in A & E
with late onset haematocervix 3 years after her repeat LLETZ procedure.

Case Report

We report a case of a , 51 year old lady who presented to the Accident and Emergency Department with a two day history of feeling

unwell, vomiting and lower abdominal pain radiating down both legs and to the back. She previously had five spontaneous term vaginal

deliveries and was using Depo Provera injections for contraception. She discontinued this 12 months prior to her presentation and had
not experienced any menstrual periods following discontinuation. Prior to that, she had regular periods. She gave a history of cervical

intraepithelial neoplasia (CIN) for which she underwent three large loop excisions of the transformation zone procedures (LLETZ). The
last of these was 3 years before this presentation. On presentation, she had marked supra pubic tenderness with no guarding or rigidity.
No abdominal or pelvic masses where palpable. A speculum examination revealed a bulge in the vagina with no discernible external cervi-

cal os. Here initial bloods tests were unremarkable apart from a raised white blood cell (WBC) count (13.86x109/L). Her abdominal and
chest X-rays were unremarkable.

A transvaginal ultrasound scan showed a normal sized uterus with mild haematometra (22 x 40 mm). However, just under the uterine

cavity and within the cervical canal, a 65 mm x 62 mm x 57 mm (volume 120 ml) homogeneous hypoechoic mass was seen. The internal
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os was dilated to approximately 20 mm. Both ovaries and the pouch of Douglas appeared normal. Bimanual examination failed to locate
the external os opening. . The patient underwent examination under anaesthesia, cervical dilatation, hysteroscopy to assess and drain
the collected blood. The cervix was successfully dilated to Hegar number 10 dilator and the haematoma was drained. Hysteroscopy re-

vealed a normal appearance of the endometrium. A copper IUCD was inserted in the uterine cavity at the end of the procedure and the
woman was discharged home the following day with antibiotic cover. The patient subsequently had normal monthly periods without

any abdominal discomfort and a follow up pelvic ultrasound scan after 12 weeks showed a normal appearance of the cervical canal and
the IUCD was subsequently removed.

Figure 1: Haematocervix measuring 60 mm with
dilated internal os and mild haematometra.

Figure 2: Preoperative scan of haematocervix.
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Figure 3: Post-operative 12 week Follow up pelvic ultrasound
scan showing complete resolution of the haematocervix and
haematometra. Cooper IUCD noted in the uterine cavity.

Discussion
Haematocervix is a rare and potentially troublesome clinical problem that usually follows surgical treatment for CIN, cervical trauma

or laceration, following dilation and curettage, cervical or endometrial carcinoma and from radiation therapy. It has also been reported

to occur due to presence of congenital lower genital tract anomalies. [1,3] In UK, the 2014-15 NHS cervical screening programme reported an incidence of 25.8% for CIN 2 and 46.1% for CIN 3 amongst the non-diagnostic biopsies taken at colposcopy and the standard
treatment for these abnormalities is now is large loop excision of the transformation zone (LLETZ ) [4]. The commonest site of obstruc-

tion in such cases is in the lower genital tract in the region of the external cervical os resulting in accumulation of the menstruating blood
in the uterine cavity. In addition to this , rarely as in our case there might be some further degree of stenosis at the level of the internal
os leading to accumulation of the majority of the menstrual blood in the cervical canal with only a smaller amount of blood noted in the
uterine cavity.

Very few cases of haematocervix have been described as compared to haematometra. We reviewed the published literature to iden-

tify cases. A search was carried out on PubMed, Medline and Google Scholar to identify cases using keywords like haemaotmetra/cervical stenosis/haematocervix/haematotrachelos/genital tract obstruction. We identified a total of 16 cases.

Most of the cases reported are following cervical conisation and cautery. [5-8 ] Pschera., et al. described a case of a 30 year old

women with progressive haematocervix following cold knife biopsy of cervix done for CIN3. [9] The women presented with amenorrhea
3.5 months after the procedure and an ultrasound confirmed the diagnosis of haematocervix with the cervix measuring 80x80x80 mms.
This was treated with incision over the external os and insertion of copper IUCD. [9] In our case, the lag period between the cervical

trauma and presentation was four years. A similar case was describe by Sherer 2009 where the women presented with spontaneous

haematocervix 5 years after cryosurgery for cervical dysplasia. [7] Apart from our case, there is only one report of haematorachelos
reported following LLETZ procedure by Perino., et al. [2]

Another case of haematocervix was reported by Sherer., et al. presented as acute urinary retention, occurred following surgical re-

pair of a cervical laceration during labour. This case was treated with abdominal hysterectomy. [10]

Any length of amenorrhoea after conservative lower genital tract surgery needs investigated. Appropriate counselling of the patients

is necessary regarding complications and symptoms associated with it. The pressure building up inside the uterine cavity in turn causes
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chronic pelvic pain and compression effects like urinary retention due to increase in uterine size. In our case, the patient presented

with acute lower abdominal pain radiating to back and both legs which can be attributed to distension of uterine cervix and compression on pelvic nerves causing referred pain. Some degree of endometriosis also contributed to her pain and raised white cell count.

One of the reason for delayed diagnosis in our case was that her amenorrhoea was attributed to the fact that she was perimeno-

pausal and using depot Provera injections .However, this rare condition of haematocervix needs to be considered in such cases who
have risk factors for developing this condition. Pansini., et al. described a case of haematocervix in a menopausal lady on cyclical HRT

treated conservatively by dilatation of the atrophic external os. [11] Sauer., et al. reported a case of spontaneous haematocervix in a

66 year old asymptomatic women with no previous cervical surgery who later was diagnosed to have adenocarcinoma of the endo-

metrium. [12] Lin Y-h also described a case of spontaneous haematocervix in a perimenoupausal women. [13] Sherer., et al. has also
described a case a spontaneous haematocervix in 17 year old girl with dysfunctional uterine bleeding. [14]

Management options differ depending on the cause and patients desire to conserve the uterus. In a case reported by Perino., et al.

haematocervix resulting from loop biopsy was treated using manual vacuum aspiration and cervical catheter. [2]

A case of haematotrachelos was also described following a routine dilatation and curettage procedure was treated by dilatation

and curettage and use of nasopharyngeal airway as a temporary stent. [15]

Haematocervix can also present very late after the initial insult. Tannus., et al. reported a case of haematocervix in a 67 year old

women 15 years following a cervical cautry. [16] However, in this particular case, her post-menopausal status might have also contributed to the development of haematocervix.

Two cases of haematocervix reported by Clark., et al. had hysterectomy as the 1st line of manangement. [6] In our case, we success-

fully were able to dilate the cervix and get access into the cervical canal using Hegar dilators and a hysteroscopy was subsequently
carried out and endometrial biopsy was obtained. Re-stenosis of the cervical os and re-occurrence of symptoms is common and frus-

trating for the patient and the clinician. Keeping this in mind we left an intrauterine copper IUCD which was removed after 12 weeks.
At the follow-up, she remains asymptomatic with average menstrual flow and her transvaginal pelvic ultrasound showed a normal
appearance of the endometrial cavity and cervical canal.

Management of this rare condition can be challenging and raising awareness of this is important to allow appropriate assessment

and management of such cases
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